Summary: Patients with chronic pelvic pain attending a tertiary referral centre show certain social, developmental and psychological characteristics. Specifically, they appear to have fewer children and to report more paternal overprotection, and a trend towards low maternal care compared to normals. They also show more depression, free-floating anxiety and somatic anxiety than such populations. The levels are similar to those found in other outpatient populations presenting with migraine or irritable bowel syndrome. Hostility levels are greater than those in normal subjects. Overall the present patient population reports the same degree of childhood sexual abuse as do many other female clinic and community sample populations. Sexual abuse is unlikely to be a specific aetiological factor in the development of chronic pelvic pain though it may yet be found to be important in subsets of the population.
Introduction
Chronic pelvic pain (CPP) may be defined as a general symptom of persistent pain located in the pelvis, of at least 6 months duration. It can be a major problem, in terms of the degree of suffering and distress for the person concerned, the large number of patients presenting to health services with it as a complaint, and the difficulties in terms of diagnosis and effective treatment. Attempts to establish it as a clinical entity are long standing. ' 2 In 1978 over 10,000 laparoscopies were carried out in the UK to investigate unexplained pelvic pain.3 It remains one of the commonest reasons for presentation at gynaecological outpatient clinics: Morris and O'Neil,4 found that over 1/3 of women in a random series of 60 gynaecological outpatients were presenting with pain as their primary symptom, and this pain did not have an identifiable cause in 75%. More recent reviews of laparoscopic findings5 confirm that in at least 2/3 of women with CPP there is no obvious identifiable pathology. Reiter (Table III) .
This analysis shows that although there were differences in the totals using different definitions, the differences, for example, Walker et al.'s'6 definition (2) and a similar but UK-adjusted definition with a higher age limit (5) were small.
Having established this, for the purposes of further analysis the UK-adjusted definition was employed. In line with the approach employed in other studies,16 abuse positive incidents were divided into 'mild' (severity levels 1 -4) and 'severe' (severity levels 5 and 6). Hostility has been little studied in these patients. They have sometimes been experienced as more hostile than other gynaecological patients and this has sometimes been attributed to the chronicity of their condition. Slocumb et al.'0 did find, on the SCL-90 anger-hostility scale,52 that CPP patients had significantly higher scores than a control group. In this respect the present findings of high hostility are of interest. It may have implications for why this group has come to bear the reputation described above. However, it must be remembered that this was a (largely) tertiary referral population (43.9% from other hospitals, 36% from GPs but already seen elsewhere), and was therefore very familiar with both the health-care system and the experience of 'failure to cure' at the hands of other health professionals. Hostility in this situation may be seen as a more adaptive or, at the least, a more 'normal' response.
In conclusion, the population of women with CPP examined in the present study appeared to be similar to most previously reported populations in terms of pathology identified by laparoscopy. There was a tendency for them to have had fewer children than the general population. Despite the likelihood that they experienced more direct sexual problems because of their CPP, we did not find the quality of their intimate relationships in general to be impaired. This finding contrasts with that reported from other studies.
Previous reports suggesting that child sexual abuse may play some specific role in the aetiology of CPP were not borne out in the present study, although prior sexual abuse may yet be found to be related to the development of CPP in some subgroups.
Our patients reported more paternal overprotection, and showed a trend towards low maternal care compared to normals. Depression, anxiety and somatic anxiety were all higher and self-esteem correspondingly lower than in normal populations. Hostility was significantly greater and with a trend for it to be more outwardly directed than in normal populations: this may represent a natural response to chronic unrelieved pain, or else play some more specific aetiological role.
The findings of this study suggest that areas not previously examined in these patients are relevant to their status. These areas should therefore be borne in mind when meeting women complaining of CPP. Better characterization of subgroups within the condition is also required and the investigation of the specific relevance of the variables outlined in this study to such subgroups.
